Purpose. To survey the management of acute Achilles tendon ruptures in the United Kingdom. Methods. A questionnaire with 4 different Achilles tendon rupture scenarios affecting patients of different ages and activity levels was sent to orthopaedic consultants specialised in sports trauma, foot and ankle surgery. Their treatment methods including surgical techniques, immobilisation and rehabilitation regimens were surveyed. Results. The response rate was 22% (51/231). Among the 51 respondents, 25 had managed less than 6 such patients in the preceding year. 26 (51%) used clinical examination (e.g. calf squeeze test) to make the diagnosis, 16 (31%) used ultrasonography, and 4 (8%) used magnetic resonance imaging. Surgical management was preferred for younger and more functionally demanding individuals. Open repairs were used more often than percutaneous repairs (72 vs 19%). Across the 4 scenarios, the mean time to Management of acute Achilles tendon ruptures in the United Kingdom N Worth West Bromwich Albion Football Club, The Hawthorns, West Bromwich, West Midlands, England Journal of Orthopaedic Surgery 2007;15(3):311-4 return to full activity was 17 (range, 12-32) weeks for conservative to 19 (range, 10-40) weeks for surgical management. Conclusion. Variation in opinion among respondents was wide. Randomised controlled trials are needed to assess optimal treatment.
INTRODUCTION
The Achilles tendon is the strongest and yet most commonly ruptured tendon. [1] [2] [3] Most ruptures occur during sports activities, such as football and badminton. 4, 5 Management options include open repair, percutaneous repair, and non-operative techniques, depending on the preferences of the surgeon and patient. 1, 6, 7 Re-rupture rate is less frequent following surgery. 1, 3, 8, 9 Conservative treatments result in fewer soft tissue complications and enable earlier return to work. 10, 11 However, there is no universally accepted protocol regarding postoperative rehabilitation. 12, 13 We therefore set out to survey current management of acute Achilles tendon ruptures in the UK.
MATERIALS AND METHODS
The ethics committee of our hospitals approved this study. A questionnaire was designed based on other similar past surveys, [14] [15] [16] and was piloted on 10 specialists. Each questionnaire contained 4 scenarios representing patients of different ages and activity levels (scenario A, 61-year-old retired man; scenario B, 44-year-old bank clerk; scenario C, 26-year-old amateur footballer; and scenario D, 25-year-old professional footballer). The treatment options, surgical techniques, and immobilisation and rehabilitation regimens were surveyed, as were surgeons' skills and preferred diagnostic tests.
In June 2005, questionnaires were sent to 244 orthopaedic consultants; 95 were members of the British Orthopaedic Sports Trauma Association and 149 were members of the British Orthopaedic Foot Surgery Society. Subjects were cross-referenced to avoid duplication. Questionnaires were re-sent to non-respondents after 6 weeks, followed by a telephone call. Data were analysed using descriptive statistical tests. Most respondents preferred the surgical rather than the conservative approach, especially for younger and more functionally demanding patients. Most also preferred open rather than percutaneous repairs (mean, 72% vs 19%). For open repairs, the medial approach was preferred over the lateral, whereas for percutaneous repairs, the Webb and Bannister technique was preferred over that described by Ma and Griffiths (Table 2) .
RESULTS

51
Most respondents preferred keeping the ankle in a plantar-flexed position after treatment, followed by the equinus position; the neutral position was least used (Table 3) . A below-knee plaster was the commonest form of immobilisation used with both conservative and surgical treatments ( Table 4 ). The mean immobilisation durations ranged from 2 to 12 weeks. The mean period to return to full activity was 17 (range, 12-32) weeks for conservatively treated patients and 19 (range, 10-40) weeks for those managed surgically; this difference was statistically significant (p=0.02, Table 5 ).
In scenario A (61-year-old retired man), 28 (55%) of the respondents preferred surgical treatment. Out of these 28, 23 (82%) would use open repair, of whom 18 (78%) would use a medial approach; only one preferred percutaneous repair. In the respective surgical and conservative groups, 64% and 65% used a below-knee plaster for immobilisation, followed by a walking boot orthosis (11% and 17%). 75% and 70% respectively kept the ankle plantar flexed. The duration of immobilisation did not differ significantly in either group or according to the position of the ankle.
In scenario B (44-year-old bank clerk), 41 (80%) of the respondents would treat the rupture surgically.
Among these, 28 (68%) chose open repair, 9 (22%) percutaneous repair, and 4 (10%) other methods. The mean immobilisation durations (7 vs 5 weeks) and the periods to return to full activity (21 vs 18 weeks) were longer for conservative than surgical treatment.
In scenario C (26-year-old amateur footballer), 45 (88%) of the respondents preferred surgical management, of whom 10 (22%) preferred a percutaneous repair. The mean immobilisation durations were 8 versus 5 weeks and the mean periods to return to full activity were 15 versus 18 weeks in respective patients managed conservatively versus surgically.
In scenario D (25-year-old professional footballer), 47 (92%) of the respondents preferred surgical management, of whom 32 (68%) would use open repair. The mean period to return to full activity was significantly shorter in the conservative than surgical groups (9 vs 19 weeks, p=0.01). All respondents preferred using a below-knee plaster and keeping the ankles plantar flexed for patients treated conservatively, compared to 25 (53%) of the 47 opting for surgical treatment. The mean immobilisation duration was 5 weeks in both groups.
DISCUSSION
The level of pre-injury activity affects the management of Achilles tendon ruptures. Surgeons preferred surgical rather than conservative treatment for patients with higher levels of activity. 10, 11 Other health conditions affecting treatment choices included age 
Scenario
Mean period to return to full activity (weeks) A  18  20  B  21  18  C  15  18  D  9  19  Total  17  19   Table 5 Periods before returning to full activity and co-morbidities (e.g. diabetes and hypertension).
Conservative Surgical
Percutaneous repair is comparable to open repair in terms of functional outcome, complications, and costs. [16] [17] [18] The medial open approach minimises the risk of sural nerve damage. Preference for percutaneous repair increased in conjunction with higher levels of pre-injury activity.
Despite a below-knee plaster being the most common type of immobilisation, there was no consensus regarding any particular type. Early mobilisation and weight bearing has been advocated. 11, 12 For conservatively managed patients, the more active the patient prior to injury, the more prolonged was the prescribed immobilisation.
Also there was no consensus on the optimal position to immobilise the ankle, depending on the preference of the respondents. The outcome of immobilisation in a plantigrade position was not different from that achieved with some degree of plantar flexion. 19 Some studies have also suggested early weight bearing and functional rehabilitation in a cast or walking boot. 12, 13 The use of evidence-based practice and, in particular, knowledge translation has been much debated. 20 In current practice, there appears to be a low level of knowledge translation regarding the effectiveness of percutaneous repair techniques. The high proportion of open to percutaneous repairs demonstrate that the former is widely accepted, despite higher re-rupture rates. 4, 7 Although the low response rate of 22% may have biased our results, we considered the sample representative; a shorter questionnaire may have improved the response rate. 19 
